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Viral | Hepatitis 





“The Republican € Cotter fowViral Hepatitis is. part ee the Tbilisi Infectious Disease 
Hospital, -and is‘ the official-.repository. for,-all. detailed: . statistics, and specialized 
information ‘regarding viral hepatitis.in, Georgia. Existing. data from. the, period | 1980- 
1994 are shown in Figure 1. As of. the end of Jane: 1996, data for 1995 are. not yet 

eae available. 4, . Annual 

_ caseloads . varied from 
- around ad. ‘thousand to 
Be og ia5 A around,,12 thousand per 
oss, year. during he, , pre- 
independence. period, 
then. . dropped off 
dramatically. during the 

., .Iost.regent years. Data 
shown are, aggregated for 

hepatitis A,B,.C, and D. 

There are no data for 

Hepatitis E. Diagnoses 

were determined by case 

history, epidemiological, 
clinical and laboratory 
data, including ELISA 

(Enzyme- ‘Linked 
ImmunoSorbent Assay). Hepatitis -A was registered most frequently during this a 
accounting for 61.1% of the. cases, Hepatitis B for 15.9%, Hepatitis C for 17.1%, and 
Hepatitis D:for 3.2%. For 2.7% of reported viral hepatitis cases the cause was not 
specified. 

Reported by: E Botsvadze, E Vashakidze, M Kvitashvili, Ss Gogichaishvili, ‘R Adamia, Viral 
Hepatitis Republican Center, MOH 


sThag yh 


Figure 1. Reported Viral Hepatitis, Georgia, 1980-1994 
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Viral Hepatitis - Continued 
Editorial Note: Inflammation of the liver (hepatitis) with the resulting clinical picture of 
fever, malaise, jaundice, hepatomegaly (with or without tenderness), and elevation of 
certain enzymes may result from many causes. They range from many different cancers 
to genetic, autoimmune, and toxic-metabolic diseases, even drug-induced diseases as well 
as the several distinct viruses that are referred to collectively as the viral hepatitides. 
Hepatitis viruses A, B, C, D, and E are well- characterized, molecularly-defined agents 
with unequivocal disease associations(J). The infections these viruses cause are similar 
in many ways, but differ in some epidemiologic, immunologic, clinical, and pathologic 
characteristics. Their prevention and control vary greatly(2), though in principle all are 
preventable. Each must therefore be discussed separately. 

Hepatitis A onset is usually abrupt with fever, malaise, anorexia, nausea, and 
abdominal discomfort, followed within a few days by jaundice. Cigarette addicts 
commonly lose their taste for smoking. The disease varies in clinical severity from a 
mild illness lasting 1-2 weeks, to a severely disabling disease lasting several months 
(rare). In general, severity increases with age, but complete recovery without sequelae 
or complications is the rule. Convalescence is often prolonged. Many infections are 
asymptomatic; many are mild and without jaundice, especially in children and are 
recognizable only by liver function tests. The case fatality rate is low and the rare death 
usually occurs in an older patient in whom the disease has a fulminant course. The 
infectious agent is Hepatitis A virus (HAV), a 27-nm picornavirus, classified as 
Enterovirus type 72. Transmission is person-to-person by the fecal-oral route, and 
always means a break in sanitation and hygiene practices. Common source outbreaks are 
a major public health problem, with sewage-contaminated water and food contaminated 
by infected food handlers who do not practice hand washing being the most frequent 
causes. A vaccine has been developed but is not yet in widespread use. 

Hepatitis B onset is usually insidious with anorexia, vague abdominal discomfort, 
nausea and vomiting, sometimes arthralgias and rash, often progressing to jaundice. 
Fever may be absent or mild. Severity ranges across the whole spectrum from mild 
inapparent to acute fulminating forms. Case fatality rate for hospitalized patients is at 
least 1% and is higher after the age of 40. Hepatitis B virus (HBV) may persist for many 
years, circulating in the blood. Prolonged HBV antigenemia without overt signs of the 
disease (the carrier state) is found in less than 1% of adults in North America, but ranges 
up to 20% in some parts of the world. Some of these people have chronic active 
hepatitis and many of those will progress to cirrhosis or even a particular cancer, 
hepatocellular carcinoma. HBV may be the cause of up to 80% of all cases of 
hepatocellular carcinoma worldwide, second only to tobacco among known human 
carcinogens. Perinatal infection has a-high likelihood of ‘resulting in chronic 
antigenemia, culminating in ‘chronic hepatitis, cirrhosis, or primary hepatocellular 
carcinoma. HBV is a hepadnavirus, a 42-nm partially double-stranded DNA virus with 
two antigens: one from the viral core (HBcAG) and one from the viral surface (HBsAG). 

In addition, a third and soluble antigen, the e antigen (HBeAG), has been identified and 
this correlates with high infectivity. The presence of e antigen at the time of delivery 
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Viral Hepatitis ~ Continued 

indicates a very high risk of infection in. the newborn infant. Blood, saliva, semen, and 
vaginal fluids of persons with HBV antigenemia are infectious. Transmission. occurs 
mainly via contaminated needles and syringes (drug addicts), needle stick accidents 
(health care workers), perinatal exposure or sexual exposure. Hepatitis. B Immune 
Globulin (HBIG) for passive immunity immediately after exposure and several different 
vaccines for active immunity have been shown to be effective against HBV. In China 
and some parts of South East Asia universal i immunization is being advocated to protect 
against hepatocellular carcinoma from HBV, a leading cause of premature death i in some 
areas. 

Hepatitis C onset is usually insidious and ied like Hepatitis B but with, less frequent 
jaundice. Fatal cases are rare but chronic infection occurs in approximately 50% of 
cases(3). Though this can result in cirrhosis, more often clinical improvement occurs 
after 2-3 years.. The infectious agent is Hepatitis C virus (HCV), an RNA virus and 
distant relative of the flaviviruses. Because it circulates j in very low titers, no virus 
particles have been visualized. However, through the. power of molecular amplification, 
its identity and genomic organization have been established. Transmission is much the 
same as with Hepatitis B. Originally, it ‘was the source of much of the transfusion- 
associated hepatitis in the US, but risk-group exclusions from donating blood and now 
a serologic test have all but eliminated this problem. ‘Still, the vast majority of persons 
found to have circulating HCV do not belong to high 3 tisk groups. How community- 
acquired infection occurs remains a mystery. , 

Hepatitis D onset is usually abrupt with signs and. symptoms resembling those of 
Repaiis B. Hepatitis may be severe and i is always associated with a coexistent HBV 


tre 


HDV is ‘unable to infect a cell by itself and. ‘requires c co- “infection with HBV to multiply. 
HBV and HDV may co-infect or HDV. may | be superimposed upon the HBV carrier state. 
In the latter case HDV infection can be’ misdiagnosed as an. exacerbation of chronic 
hepatitis B. Transmission i is similar to Hepatitis B. 

Hepatitis E epidemiology ‘and clinical course are similar to hepatitis A. There is no 
chronic form. The case fatality rate is similar to hepatitis A. except in pregnant women 
where the rate may reach 20% during the third trimester of pregnancy. Both epidemic 
and sporadic cases have been described. The infectious agent is Hepatitis E virus (HEV), 
a 32-34-nm non-enveloped HAV-like vitus with a single | ‘strand RNA genome. 
Transmission i is person-to-person by the fecal-oral route. Waterborne. outbreaks are 
common, =the a attack rate is highest in young adults, often with a male predominance. 
Cases are licommon in children and the elderly. 

Recently published data have named two more agents, Hepatitis F virus (HFV) and 
Hepatitis G virus (HGV). However, both of these may be premature as it is not certain 
that HFV and HGV can cause disease. What seems clear is that there is yet to.be found 
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Viral Hepatitis - Continued 


at least one more virus to account for serious viral hepatitis that can not be explained by 

any of the existing known viruses or even HFV or HGV(/). This disease is referred to 

as non-A-G hepatitis, and the search is on for Hepatitis H virus. 7 

” Several problems seem now to exist in Georgia regarding A-E hepatitis: = 

* The decline in reported cases is almost certainly an artifact of reporting. This is 

“presumed to be secondary to the disruptions around independence and to be continuing 

“today because many of our citizens cannot afford and do not seek medical care. lf 
they do not seek care they cannot be reported, but they do continue to spread hepatitis. 

* The way data are collected and kept must be overhauled so that timely disease specific 
data are reported to enable investigation while the cases are occurring. The existing 
system is an archive, incapable of being used to prevent and control any of the 

_ hepatitides. 

e While the serious cases will continue to be hospitalized and, because of this, reported, 
the milder cases will go largely unreported. This is potentially an important problem, 
especially with hepatitis A, as mild cases are epidemiologically more likely to. spread 
the infection. 7 . 

* Prevention and control of the viral hepatitides depends upon rapid notification by 
clinicians to local health authorities, prompt competent investigation by well-trained 
epidemiologists familiar with all of the viral hepatitides in support of local authorities, 
good laboratory support to assist with pinning down the precise diagnosis as well as 
to assure the non-infectiousness of blood for transfusion, the availability of specialized 
drugs and vaccines (i.e., immune serum globulin, hepatitis B immune globulin 
(HBIG). Above all there must be a public health capacity for timely surveillance and 
continuous evaluation and improvement of the effectiveness of control measures. 

¢ It is obvious from the existing data that many outbreaks of fecal-oral transmitted 

hepatitis (Hepatitis A and probably Hepatitis E as well) have been occurring and 
continue to occur. Probably many of these are common source, involving public 
water supplies and food, both commercially and home prepared. 
The kinds of hepatitis transmitted by contaminated blood and certain other body fluids 
" (Hepatitis B, C, and D) are also being transmitted today in Georgia without hindrance 
or scrutiny. Since this is also the same way that HIV and AIDS are transmitted, an 
even more serious public health problem emerges. How much of this is from 
" injecting drug users, how much from occupational exposure among medical personnel, 
how much from blood transfused in our hospitals, how much from unprotected 
promiscuous sexual activity, etc. is anybody's guess. 
Unfortunately very little of what is necessary to protect against these preventable 
~ diseases exists in adequate supply or of sufficient quality in Georgia today. Until the 
epidemiology of viral hepatitis is sorted out, the means to prevent and control their 
_ spread in Georgia do not exist. : 
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ISAAC Phase 1 Study: Childhood Bronchial Asthma in Kutaisi, 1996 


In the May 1996 issue of Epidemiology Bulletin, we reported the results of a study of 
asthma and allergic diseases among school children living in Tbilisi (7). Here we report 
the results of a comparable study of school children living in Kutaisi. This study is part 
of the International Study of Asthma and Allergies in Childhood (ISAAC). In March and 
April, 1996, the standard ISAAC questionnaire was administered to students in two age 
groups (6-8 years and 13-15 years) in 35 randomly selected schools (out of approximately 
50 schools) in Kutaisi. Questionnaires were completed for 3,334 younger children 
(response rate = 94.4%) and 3,289 older children (response rate = 88.7%). 

The reported proportions. of children who had ever received a diagnosis of asthma, 
hayfever or eczema, by age group, are provided in Table 1. Overall, nearly 5 percent 
of children aged 6-8 years and 4 percent of children aged 13-15 years had been told by 
a doctor that they had asthma. The proportions of other allergic conditions also were 
consistently higher among the younger children compared to the older children. For both 
age groups, asthma was more prevalent among boys than girls (age 6-8 years, odds ratio: 
1.5, 95% confidence interval: 1.1-2.1; age 13-15 years, odds ratio: 1.5, 95 confidence 
interval: 1.0-2.1). Among younger children, hayfever and eczema were more prevalent 
among boys, and among older children, these conditions were more common among 


girls, but these differences. by. gender were fairly modest and not statistically significant 
(p > 0.05). vs 








Table 1. Asthma, Hayfever, and Eczema by Age Group, Kutaisi ISAAC Study, 1996. 
Number Percent 95% Cl Number Percent 95% Ci 
Asthma 156 47 4.0-5.5 124 | 3.8 | 3.2.4.5 
Hayfever 189 5.7 4.3-6.5 155 4.7 4.0-5,5 
Eczema 153 4.6 3,9-5.4 59 1.6 1.4-2.3 
Hayfever or eczema 304 9.1 §.2-10.1 203 6.2 5.4-7,0 


Among children in both age groups, the presence of wheeze with exercise and dry 
cough at night during the past 12 months were most strongly associated with a previous 
diagnosis of asthma. -Among younger children who have been told they had asthma,, 
49.4% reported having. a dry cough at night and 42.3% reported wheeze during or after. 
exercisé, while among older children who have been told they had asthma, the 
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Childhood Bronchial Asthma - Continued 
corresponding figures were 33.9% for dry cough at night and 43.5% for wheeze with 
exercise. Among children who had not been told they had asthma, the prevalence of 
each of these sympioms was consisieniiy iess than 9%. 


Table 2. Proportion of Children with Specific Symptoms During the Last 12 Months Who Have Told 
____ They Had Asthma, by Age Group, Kutaisi ISAAC Study, 1996 A _. 














ies | Age6-8years . Age.13-15 years; 
i ‘ ! 
een Asma diagnosis | Asthma Giagnosis | 
me I el 
n 'Yes% No % n | Yes% | No% | 
| i 
_ —_— —— - — = + -— =o 
Number of wheeze attacks: | eat 
1-3 203 24.6 754; 89; 28.1 71.9 | 
4-12 61 §2.5 47.5 | 10 30.0 70.0 
> 12 10 60.0 40.0; 12 | 75.0 25.0 
pi t—- et 
Sleep disturbed 
<1 nightweek 85 40.0 | 60.0 | 24 417 68.3 | 
21 night/week 43 39.5 60.5, 18} 61.1 38.9 | 
Speech limited 47 66.0 | 34.0 | 22) 636 36.4 
Wheeze exercise | 4157 42.0 58.0 : 270: 20.0 60.0 
Dry night cough 289 26.6 73.4 | 297° 141, 85.9 | 


Table 2 compares the proportion of children who have experienced different 
respiratory symptoms over the last 12 months by whether they have or have not been 
told that they had asthma, by age group. Among children who have experienced more 
frequent attacks of asthma (more than once a month or sleep disturbed by wheeze more 
than one night a week), a fairly large proportion have never been told they had asthma. 
Wheeze severe enough to limit speech is considered an indicator of acute severe asthma 
(2), however, more than one third of children who reported this symptom in the last 12 
months have never been told that they had asthma. wey 

Reported by: N Khetsuriani, CDC/Tbilisi; M White, CDC/Atlanta, CDC/Tbilisi Trainees. 


Editorial Note: This is the second major study to have been conducted in Georgia which 
followed the protocol and standard questionnaire of the International Study of Asthma 
and Allergies in Childhood. The study was based on a random and unbiased sample of 
schools in Kutaisi and achieved very high rates of participation. Thus, the results of this 
study are likely to have a high degree of validity and can be generalized to the entire 
population of Kutaisi in the studied age ranges with a strong degree of confidence. In 
addition, the large number of children included in this study increased the precision of 
the different prevalence estimates. Not only has this study made a major contribution to 
our understanding of the prevalence and severity of asthma among school children in 
Kutaisi, it has revealed two important findings which have major implications for future 
public health interventions to prevent asthma morbidity among children in Georgia. 
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Childhood Bronchial Asthma - Continued err se Ee ANTON 
First, the results from: this survey suggest that asthma prevalence among children 
varies geographically in Georgia. Because both this survey and the previous survey in 
Tbilisi foliowed similar protocols, used identically worded questionnaires: and were 
conducted within a short time frame, the results from these two surveys can be 
compared. When compared to school children in Tbilisi, younger children (age 6-8 
years) in Kutaisi were 2.6 times more likely to have been told they had asthma, and older 
children (age 13-15 years) in Kutaisi were 1.7 times more likely to have been told they 
had asthma. In both age groups, children in Kutaisi were more likely to report wheeze 
with exercise and dry cough at night than children in Tbilisi. The reasons behind this 
apparent geographic variability in asthma should be investigated further as a means for 
identifying preventable risk factors for childhood asthma in.Georgia. One hypothesis 
could be that the higher levels of humidity in Kutaisi are contributing to higher levels of 
exposure to dust mites, molds, or other allergens which are known environmental 
contributors to childhood asthma. : 

Second, the results from this survey are similar to those from Tbilisi that indicated 
that a substantial number of children with frequent and severe respiratory symptoms 
likely to be related to asthma have never been told that they had asthma. Proper. 
diagnosis of asthma is a necessary prerequisite to the appropriate medical management 
of this disease (3). Left improperly treated, asthma can result in preventable morbidity 
and serious medical consequences, including death. An obvious need exists to educate 
and train health care providers regarding recently developed guidelines on the diagnosis 
and treatment of asthma (3). , 
References: 

1. Ministry of Health. ISAAC Phase 1 Study: Childhood Bronchial Asthma in Tbilisi, 1995. 

Epidemiology Bulletin. 1996: 3:91-95. 7 
2. International Study of Asthma and Allergies in Childhood. Manual. Auckland, New Zealand, 
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Population Survey Techniques: A Primer 


A health and nutrition survey is currently in process in Ajara, being carried out by 
CDC/Toilisi in collaboration with other parts of the “Ministry of Health (MOH) of 
Georgia (National Hypertension Center and the Institute of Hygiene), ‘and‘with the MOH 
of Ajara. The study sites are Batumi’ ‘City: and thé districts of Keda ‘and Khulo. 

Prevalence data for high blood pressure’ (hyperténsion) arnong' adults’ and ‘iodine 
deficiency among children will be sought. Asthma ‘data are also iricluded for ‘both adults 
and children. In addition, inforniation on general‘socidl' status and selected behavioral 
factors such as‘alcohol and salt consumption, tobacco smoking and phiysical activity will 
be obtained. Blood pressure; body wéight and height, as well'as iodine levels in salt and 
urine will be measured. The main focus of the study is to train staff in planning, 
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Population Survey Techniques - Continued 

designing and implementing stich surveys as well as in data management and sane: 
Choosing the sample correctly is crucial for obtaining valid data. As expertise within 
Georgia in this area is limited, we publish here the detailed procedure for choosing such 
a sample as is being used for the Ajara survey. 

For logistical, technical and economic reasons it is often not possible or desirable to 
interview all the respondents. If properly done, it is possible to interview only a small 
sample and still obtain precise estimates of the actual indicators for the whole population. 
Sampling is the process of selection of specific respondents from the sampling frame, 
i.e., all potentially eligible sampling units. In the context of multiple-indicator surveys, 
as in our case, the sampling unit is the household. Random error (sampling error) is that 
due to chance when the result obtained in the sample differs from the result that would 
be obtained if the entire population (‘universe") were studied. Other errors (mistaken 
or false results, and systematic error) can be minimizedby taking certain precautions, 
such as choosing the sample of respondents in an unbiased way and selecting.a large 
enough sample for the estimates to be precise. If a sample does not accurately represent 
the whole population of interest, the estimate will be biased. That is, the estimate will 
be shifted in one direction or another from the true value. To avoid bias, probability 
sampling should be used. “Probability sampling ensures that all the units of target group 
have a known ‘chance of being selected. Bias depends on the selection procedure, not 
on sample size. Larger samples tend to be more precise, but are not necessarily less 


‘biased. The following are major forms of probability sampling: 


. Simple random sampling - the simplest form of probability sampling. Random 
numbers are generated using a calculator, computer, random number table or, 
alternatively, selection could be made "from the hat" - picking pieces of paper 
with names or identification numbers of sampling units. In simple random 
sampling, the selection of any individual is independent of the selection of any 

+» > other individual. 

° Systematic sampling - a modification of random sampling, done by picking 
every nth unit (e.g., every 7th, 10th, 100th, etc.) in the sampling frame. When 
using systematic sampling, lists from which selection is made from must not be 
arranged in any regular way (e.g., alphabetically); this would bias the sample. 

e Cluster sampling - the most popular method today for population-based surveys. 

When.a complete list of sampling units is not available, the selection of clusters 
(groups of units, geographically close to each other) is preferable. In multiple- 
indicator surveys cluster sampling is usually used. Cluster sampling usually 
involves at least two stages of selection. A number of communities may be 
initially selected from a sampling frame and then a cluster is randomly chosen 
from within each of these communities. All units in those clusters are then 
surveyed. Cluster sampling has many advantages. It reduces time and travel 
costs and simplifies field work. However, it implies that the respondent is not 
chosen independently of the other respondents and this may increase the 
sampling error. 
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Population Survey Techniques - Continued 
¢ Sampling with Probability Proportional to Size. Césntrninities vary, Seasideranly: in 
size and if simple random sampling is used, both large and small communities will 
have the same probability of being selected, which is incorrect. One way of 
compensating for this is to select with the probability of being selected proportional 
to size (PPS). Communities with larger populations will have a proportionally greater 
chance of containing a selected cluster than smaller communities, thus ensuring that 
each household in the sample will have the same chance of being selected. PPS 
sampling may be*used to select 
regions or districts in a country, 
municipalities within a district, or 
villages within a municipality. 
The detailed procedure used for 
sampling in the Ajara survey is 
described below. The sampling was 
carried out in accordance with 
recommendations described in 
Chapter IV of a UNICEF manual (2) 
that can serve as an excellent 
reference and guide. 
Three study sites were selected: 
Batumi City as a lowland urban area; *”: 
Keda and Khulo as mountainous 
districts with differing dietary habits, endemic for iodine deficiency (Figure 1). Then 
lists of administrative units: (Batumi, districts, municipalities and villages) with 
corresponding.siumbers of households:and residents in each unit were obtained from the 
Election Cothinission. The lists available were less than one year old (from the October 
1995 election); Iodine.deficiency among children was regarded as a critical determinant 
for sample ‘size:calculation: This was done using the Statcalc program in Epi Info 
version 6.03(2}7*Sam~ple size of 300 households for each of the three sites was obtained. 


Figure 2. Sites in Ajara chosen for survey am 





she to 


Sampling Scheme for Batumi: . er 
» umnber of households per cluster = 5 
7 Cluster.size was:determined based on the results of piloting aad sietesting the 
questionnaire in:Batumi;:which demonstrated that each: team.could interview 5 
households a day. ead 
Number of clusters = 60 es eee es 
cae Total number of households:i=.300 oe tA tp 
. The area.was sttatified by housing: offen. There. are 10 teach offices i in: Batumi. 


. oa 





Itwas considered desirable to ‘sample-from.each:housing-office, fe assure that the: sample 
‘is as representative of the entire-area-as possible: 2. hvu; 


The clusters. were sampled'proportionally to the pariainaion 4 ‘size of ach: housing 
office's service area, with the number of clusters per housing office:ranging from 4 to 
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at OPH 
ate Detailed information on how the stratification. was made is given in Table 3. 





sant’. 3. Stratifi cation of ‘sample for Batumi | (Population - teal 000) 
: : ts |: 
. Housing office : Number of @ Proportion : Number of clusters ; 
































} : hOuseholds % "per housing office © — 
eee Pe na aan DEERE RT” =k 2 Be ee cea ae 
noe Hi : _ 4,580 j - + 61 OY 
#2 4,420 5: 
sic pei — +. -- — 
1 a S eo et. os 
ce Ac eeeeee Pee 476 18 
#4 ! 4,215 | 
te 
#5 3,650. 
#6 4220: 
Samia _a 
#7 4,500 ~~ 
#8 5,180 
#9 2,705 a 
#10 3,713 
Total 41,938 





= arity tare 


The clusters were fandotaly selected’ from lists of households rididaiei i ich 
listed together. Households were selected based ‘ on predetermined randoiii ‘iimbers 
generated using Epi Info. The cluster was determined as that household and the’two 
different ponscholds listed both above and below that household. An additional 2 


pa. 


Sampling Scheme for Keda: 

Number of households per cluster = 10 

Cluster size for rural areas was increased in order to réducé transportation 

problems related with travel in mountainous areas where access’ is very difficult. 

Number of clusters = 30 

Total number of households = 300 

This scheme generally follows that developed for Batumi. Two assumptions were 
made: 1- that transportation difficulties within this rural district would make it logistically 
impossible for field interviewers to contact households from all nine municipalities during 
the limited time available for field work; and 2- that living conditions and socioeconomic 
status are sufficiently homogeneous throughout the district that conditions within any 
municipality would be fairly representative of conditions in other municipalities. 





adh ae ae ha 
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In the first stage of sampling, two municipalities were selected out of nine with 
probability proportional to size. The procedure for sampling the municipalities is 
described in detail after Table 4. 


Table 4 4. Selection of Municipalities In in Keda (population = 20,100) with Selection Probability Proportional to Size __ 











; Greate : Number of Households Cumulative Households 

i 1, Makhuntseti | 730 i - 730: 

mae Se ene een a 

| 2. Pirveli Maisi se6 1,046 | 

| 3 8. Zendidi ‘a 536 ; 1,582 

oe a a ee i a be 

4 Oktomberi . : ; 200 : 1,782 | 
wae ne a ee 

c Pe eS aes AE eee oso, ee 2 ok 
.6.Zvare eos 609 | ca 2,604 
BS Tskhmoriss *s | 663 | 3,357 
8. Dandalo 530 | “§ _ 3,887 

Lore ee meee pea tent e eemes RR ae te ae ne ee 
9, Keda 128.0 oF 4,015 
Me eee es an oe : ieee 

Total - : 4,015 ; 


A table containing data of all the municipalities and. household numbers and 
cumulative household numbers was prepared (Table 4)... Sampling interval was 
determined as 4015:2=2008 (Sampling ‘interval = cumulative total population : number 
of clusters required) and random number equal or less to the sampling interval was 
generated by Epi Info (in this case it was 426). The first municipality to be surveyed was 
located by finding the community whose cumulative-population just exceeds this number. 
In Keda it was Makhuntseti with cumulative population 730 households. Then :this 
random number was added to sampling interval (2008+426=2434) and the municipality 
whose cumulative population just ¢xceeds this number was identified (Zvare). 

We then consulted with the two anthropologists and the geologist on the project team 
who were familiar with the topography and cultural characteristics of the area. They 
were confident that the two selected municipalities (Makhuntseti and Zvare) woulc 
provide a good representation of the area. 

In the second stage, villages. within these two municipalities were selected wit 
probability proportional to the number of households in each village (16 clusters in 12 
villages in Makhuntseti and 14 clusters in 11 villages in Zvare). Similar sampling 
procedure was used. With the number of clusters per village predetermined, we usec 
household lists for each village (which were maintained at the head village of eact 
municipality) to select the 10 households to be included in each cluster (with 3 additiona 
households to be used if needed to replace ineligible households). The first househok 
was selected at random (random numbers generated by Epi Info) and that household an 
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the’ six’ ‘above and six below were identified for each cluster.’ When m more » thas ond? sichidier 
was to be selected from any village, the household list was first award 1 into: ae 
sections. 


Sampling Scheme for Khulo: — mee aan 
Number of households per cluster = 10 : 
Number of clusters = 30 
Total number of households = 300 
The Keda sampling procedure as was also used for Khulo, as the same: logistical 

difficulties were judged to prohibit the sampling of clusters from all 11 municipalities in 

this district. Thus, we decided to first sample municipalities which reflect the range of 
physical characteristics of this area. Three municipalities were selected - the Khulo 
district center; and the municipalities of Riketi (at the highest elevation) and Skhalta 

(furthest from the main road). We consulted with physicians from MSF/Holland in 


Batumi and the local infectious disease hospital who had extensive experience working 


in Khulo as well as the geologist of the project team. These three municipalities together 
were judged to provide a valid cross-sectional representation of the full range of living 
conditions in this district. 

In the second stage, villages within these three municipalities were selected with 
probability proportional to the household numbers of each village (10 clusters in the 
Khulo district center, 9 clusters in 4 villages in Riketi and 11 clusters in 8 villages in 
Skhalta). With the number of clusters.per village predetermined, household lists for each 
village (which were maintained at the head age of each municij ality) were used to 
select the 10 households to be included’ in tach cluster (with'3 additional households to 
be used if needed to replace ineligible, oliseholds). ‘Using prec etérmitted random 
numbers (generated by Epi. Info), ‘the ‘first ‘household was selectes tandoni ‘and that 
household and the six above and six below were identified | for each cluster.‘ ‘When more 
than one cluster was to be selected from any village, ‘the Hioisetiold fist Was first divided 
into equal sections. 
Reported by: N Khetsuriani, CDC/Tbilisi; M White : 
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1995 Official Statistics (Part.One) 

The first official statistics for 1995 have just been released. They are presented here 

in Tables 5-7. Other statistical data are in the final stages of analysis and will be 


published here when available. 


Table 5. Official Statistical Data on Hospital Beds, Tbilisi, 1995. 




























: No .!- Hospital Beds Profie | Annual Total number of; Total bed/days 
. | fumber of patients — , 
| ! : beds i Occupied + Unoccupied - 
Lage _____|__(average)__! nn 
————— t oa a ie ee 
1a! 2 H 3 4 i 8 1 6 
Ca aa I a. as aaaeae 
jt. 2 Tota __ 13,532 97,914 | 1,440,978, _ 3,498,202 | 
pa Thera} ess a 1,017: 3,450 , 68,209 : 302,996 i 
$0 “Eat, 3507) 7,795 | 195,430 | 
4... Gastroenterology (adult) i 155 wt) 18,113 | 41,462 
15 _ | Gastroenterology (child) _i 40. 148 1,988 | 12,612 | 
oe Se a RET Ae” oe gee ke ees 
joes + Alora) (adult) eae Se ee) ! rae 3,613 — 5,512 a3 
__7_ 1, Allergology (child) __450 il 5,178 _. 7,282] 
8 —_ - Rehabilitation treatment 616 | 15,444 | 53,906 ! 
Vn .. for children Peet eae a sae Bae 
(eee E envisennology faaul). = sete 7 498 oo 819, j= 14,635 ae 57,635 
1.10 | Endocrinology (child) 80 AB 8.086 15,204 | 
ma | Anfection (adult) 342 5. | _ 3,260 51,128 | 82781 
12 _. Infection (child) ___ 1. 840 me ews ROT 234,828 | 182,872 
i 13; Hematology (adult) | _y weet or 720 18,995 | __ 17,505 | 
__14 _. Hematology (child) 60 484 12,848 ; 9,052, 
14 _ ,, Hematology (child) 80 a ABH ARBAB 9,082, 
feat gD eee US a dee 
= _Nephrology (child Po MB 8 4,977; 14,448. 
| Surgery (adult | 742 6,476 87,889 | _ 182,941 | 
4 ;_ Surgery (child) __ 397 | 3,118 | 29,303: 115,602 
19 -Newrosurery (adult) | 175. 1,225 : 22,110. 44,765 | 
tare { : i | ; 
20" Neurosurgery (child) 40! 252 | 4,540 10,060 | 
i 21 _{ Thoracic surgery (adult 88 64: 10,779 | ata | 
2 ; = 7 " 
| ' 
poe i_ Thoracic surgery (child) 211 4,072 ; 10,528 _: 
123: , Cardiac surgery 24 129 i 3,766 | 4,994 ! 
ref t . 
- 24 -_ Vascular surge : §2_ 617 : 6,661 | 12,319 ! 
Lepr 8 rg Pa Se ee Se te ee Pe —" 


:_ Traumatology (adult) Be 410 | 1,853 [. 55,595 ; 94,055 i 
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- Continued 
Ae 8 ios 4 ee eee ee 
28, Trawitatology (chilé) + ag! 4,742 +" _ 43,508 | 
“2t_ Combustion 100 523) 11,156 | 25,345 
- 28 | Orthopedic (du) 8 104 | 7,647, __ 25,203 
_29 Orthopedic (child) oe % ___ 9,043 - ; 16,507" 
_30__; Urology (adult) 3,087 48,335 58,975 : 
HM ecg 435 ; 4,806 7 9,794 - 
_82_| Stomatology (adult) as 598 8,507 | __ 20,043 
‘33 o “Oncology dul), 575 2,373 73,236 __ 136,639 
34. Oncology (chi) aS gas 
; 35 _. Maternity (normal pe 208 12,756, 89,048 241,277 ; 
96, Maternity (pathology) __ 315 2,768} 20,047 — 94,928 
_-ST_ ; Gynecology (exch abort). 481. gz72 | 43,963 124,902 | 
:38_| Abortion 180 9730; 15.241 43,150 | 
39, TB total (adult) 72s L874 112,162 152,463, 
40, | TB total (child) | So a BSL 14,228 | 
41 _ Neurology (adult) 483 2407 | 43,298 122,047 - 
. 42. Newology (hil) 205 _ -2549, ||, 22,785 82,040 
i 43, Psychiatry (adult) _ A020 = S17 | 165,934 | 206,366 _, 
“44 _ Psychiatry (child) Me Ll BAL 10753 5,547 
45 For drug abusers and 210 514 ! 6,703 69,947 
_. +, alcoholics ie eae eae ' 25 
48 - Ophthaimology (adut) 192 . 2861. 26,238 43,842 
47, Ophthalmology child) TO) SBT 20,369 
_48 : ,otolaryngological adult) = 185 peg | 22785. a740 
-8» _ Otolaryngological (child) 88 1,558 5,885 26,235 | 
i 59! Dematovenereaiogical = 15} 14g | 2,307 65,128 
SE C/o Semele iese ee reread Lema sate eb 
51 Dematovenerologkal (hi) | OE 700 8,068 
$4. < Proctology 8 geez! 14,470 | 12,548 


| 56 _) Rbeumatology child) 
_ 57 Purulent surge ry (adult) es 


88. 


59 {Reanimation (child) aes aoa 
‘_Other (adult) i 189 | 

: oars aoa aed F 

161 Other (ehitey £6 et 


,_ Reanimation (adult) es: ee 


196 | 2.283 12.317 | 

4 209 | 10,250 11,650_ : 
4674; 22,958 19,382” 

_. 2422 115,859 15,896 

3,017 i 26,183 42,802 . 


2.143 | ___ 16,420 
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1995 Official Statistics - Continued 7 
Table 6. Cases, Statistical Report, Tbilisi, 1995 __ a 
‘ H { 1 ica { 
| No | Disease i Adults and adolescents 7. Children | 
: . | SnSnESE EERE eee ? ae * 7 1 
i Registered ; Enrolled ! Registered | Enrolled 
; - Total < New i ' Total -: New ; 
i j : Cases ‘ 1 cases : 
' : ] t 1 
14° ' Total | 362,500 | 136,762 j 169,405 "161,053 | 114.971: 30,368 | 
‘ pee Z Hi t 
a4 m7 as See ome ee ee 
l 2 Infectious and Parasitic | 10,534: 4,575 ; 6,052 | 6,042 | 3,979 | 1,574 | 
Diseases : : Ss : i 
fa 
"3 | Neoplasms , 9278 | = 852 | 7,785 29 | 8: 22 
ak RE, gets Sao ca ———_}——_+ 
: 4 , Endocrinologic Diseases = 20,434 © 747 | 18,631 ; = 5,082: 1,177 | 2,831 | 
ior eceeecnec aren eae: Gale Ree arian ean = 
5 | Hematologic Diseases ©1087 , 647 | 314) 2571 | 901 | 1,774 | 
ee Se aR a ae dt en Do Eile, ease tar neon a 
' 6 | Mental Disorders 16,947 ! 762; 16,249 ' 1,035 ; 89 | 819 | 
rae oe a ee 
17 | | Neurologic Diseases and * 19,367 i 7,748 | 8,694 - 9,572 | 2,739 ! 5,680 | 
i | Sense Organs Diseases : sot eas 
peice prod fais eee eS. wae cten te ee Se Spa artaree! Lie erent Spee ty gait we a 
8 | Cardiovascular Diseases | 82,283 - 10,743: 63,224 = a2,364 | 366 : 1,675 | 
en sree ow noe pte ee ee Bese ed ae hee fh—--- ——- +-—o OO 
j i : 
| 9 ; Respiratory Disorders i 50,6572 ° 34,627 | 10,714 - 02 512; 56,935 5,005 ' 
Se es pee ee ee be ee + - a rs tie Se a a al a lace 
10 Gastrointestinal i 104,087 ; 54,796 i 23,492 - 56,898 : 40,496 | 6,301 
: Disorders : : : i i H 
ana smraiet a senree. L 225 oe ml 2 i 
—-———- ee si ee Soaps cine oS Seennnnsinnias aidan 
111 + Genitourinary Disorders 10,793 4,047 6.519 1474 | 561 { 636 
| anny aikcaioene er we - —s mee eee - i Sony ee ed 
| 12 | Complications Relatedto ; 1,554 1,878 : 123 0 j oO! 0 
: _ Pregnancy and { Delivery i | i : : : 
7 oer en % . Pee aay as anes cine: raed arian ta ee ate TT 
_ 13 ° Skin Diseases 9,734 | = 6,828 1,585 . 3,920 : 2,877 711 
p= --- — st th ee ee — 
| 14 | Musculoskeletal System 4,750: 1,464 607 ; 1,440 





















































and Connective Tissue 
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i Birth Defects 
16 ; Disorders Connected : QO: 
with Perinatal Period ; 
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117 Symptoms and Unclear 38] 18 0 370 . 96 94 
i : Diagnoses ony : : : 

i = 5 4 Hy 
| 18 | injuries and Poisonings ; 10,802: 7,604, 3,282 | 5,084 3,858 801 
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1993 Official Statistics - Continued 





Table 7. Number of Deaths, Statistical Report, Tbilisi, 1995 


Na 


Wo mw 
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Disease 


Total 


infectious and Parasitic Diseases 


Neoplasms 


Endocrinclogic Diseases 
Hematologic Diseases 


Mental Disorders 


Neurologic Diseases and Sense 
Organs Diseases 
Cardiovascular Diseases 
Respiratory Disorders 
Gastrointestinal Disorders 


Genitourinary Disorders 


Complications Related to 
Pregnancy and Delivery 


Skin Diseases 


Musculoskeletal System and 
Connective Tissue Diseases 





Birth Defects 





_ Disorders Connected with 
Perinatal Period 








Symptoms and Unclear 
Diagnoses 





18 


Injuries and Poisonings 








Reported by: N Khmaladze, Republican Center for Health Statistics and Information, MOH. 
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Steps are already underway to change the existing reporting system, to improve the 






















































































aoe erste of Chidronsts frequency and timeliness of reporting. This vital process must continue. 
mane epak) Toke! duniber oF Children < 12 The released data apply only to Tbilisi. The first problem is that there exists a large 
deaths months excess of supply of beds over demand for those beds. The aggregate total bed occupancy 
— = Fels aa rate is only 29.2%. This figure is easily obtained from Table 5. First, find the figure 
a aa - oes for "bed-days occupied" (1,440,978) and then divide that by "total bed-days" during that 
123 146 105 | year (this may be obtained by multiplying the total number of beds (13,532) by 365 to 
Ras Se = obtain "bed-days per year" = 4,939,180); "bed-days occupied" divided by "bed-days per 
257 30 1 " wi ots nee 
Gn ies = year" when converted to per cent equals 29.2%. Existing beds cost money even when 
36 5 3 they are not occupied and ‘it is wasteful if they are in such oversupply as to be unoccupied 
a almost 70% of the time. 
PAs ee ore oO Further analysis is possible, and one can easily obtain occupancy rates for each of the 
102 Q 0 60 specialty categories. This is very revealing. Table 8 lists the specialty categories 
=o with occupancy rates below 20%, that is those whose beds were occupied only one day 
27 20 "1 in every five. ae 7 -_ 
627 g 3 Table 8. Specialty Categories with 1995 Bed Occupancy Rates Below Twenty PerCent 
—— ; Specialty Catego , *". 4995 Beds : 1995 BedOccupan Rate 
50 149 118 = a . plaice ae ee eee See ae Ri prstrip alee sh di 
a 5 e's : Therapy a : ie + 1,017 7 _ 18.4 : 
225 17 14° Li--.. -- Eimeria en ee ee ee ee ae - ere tem eT 
= . Gastroenterology (child) a 40: 13.6 | 
77 5 1 in ee pe arrest: “Sarena ee —_—_,: aso abe Somnelietenntementitiadiemendtiieted Sete 
| Endocrinology (child) we P BO ge 16.7 | 
12 0 9 a i Se oe be he a ea ae a Oe ee ee ed 
: Infection (child) = 540 17.7. 
34 — = - - a ee i a er ee Tr 
~ 30 2 1 : Maternity (pathology) ; ee BIB ee ee ATA: 
——— - -— -— ‘ i i” ae . ee ee ft ee tere re Saad 
3 1 1 For drug abusers i 210 . 8.7 : 
er nmaaee ee SS na Gaara’ ome = Sith esate cae ven | 
>it, ec are * Otolaryngological (child) Sere NE “88: “he a 4g 
2 68 57 > ae = ee ome se 7 ——— enn: [ remteadamatiee) 
a B : : | Dermato venereological (adult) i 185 : ° 3.5: 
0 383 383 -—_ - han Pe 2 
: | Dermato venereological (child) | 35 | 62 
25 1 0 : Pediatric | 1,020 | 16.7 | 
ee 
= r : ‘ Rheumatology (child) : 401. 15.6 | 
299 44 { 1 4 
; | Total : 3,540 | -j 











It seems clear that while some speciality categories need dedicated beds, many others 


Editorial Note: The first release of summary data from 1995 is welcome, even if long could be consolidated into general purpose beds. This would allow the closure of many 
overdue. Timeliness is important if data are to be uséful for planning, for allocating unneeded beds with great savings thereby. 
resources, and for evaluating the effectiveness of interventions based on previous data. 


agate iapanestecnt nnscaana eases seieentananne eens” ~*Seeciesinnisteaatis sve: 
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Visceral Lena ne Eeslate 


Th FRautt 1, Pte alice Aud ek eine 
leishmaniasis, was- seview. ed. The “difficult p problem. of having almost no ‘medication 


in the country. was. highlighted. Following. discussions with several embaspies i in Tbilisi 


and the foreign assistance agencies attached thereto, Dr: Paata Imnadze, Director of the. 


National Center for Disease Control of Georgia wrote a letter to the British Embassy in 
Georgia requesting. provision of anti-leishmaniasis medication. ||. 

Several weeks later, approximately a full one year supply of a proven effective drug 
against visceral, Jeishmaniasis, ninety vials of Pentostam (sodium stibogluconate), was 
delivered,ta Dr,.Imnadze. This is British humanitarian assistance, from the Emergency 
Aid Department of the Overseas Development Administration (ODA), coordinated and 
delivered at the request of the British Embassy. 


It is Dr. Imnadze's intention to give the medication to any physician treating a case . 


of visceral leishmaniasis. This will be done free of charge and upon request, but a form 
shall have to be provided, filled in by the treating physician. This will be used to 
develop surveillance and detailed epidemiological information to help design effective 
prevention and control measures against visceral leishmaniasis in the future.. In this way 
the clinicians: shall finally have drugs to treat cases, and the Ministry of Health shall also 
have the data it needs to prevent the disease. Deputy Minister of Health and Chairman 
of the Department of Public Health, Dr. Ramaz Urushadze, has pledged to hereafter fund 
the maintenance of the donated supply of Pentostam from the state budget for his 
department. 

The importance of having such specialized risditsliah available within Georgia was 
underscored in the interval between the publishing of the referenced article and the 
arrival of the Pentostam: one child died in June for lack of drug for treatment. re us 
hope that this will be the last such preventable death. 
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The data in the monthly Epidemiology Bulletin are provisional, based on reports to the 
Center for Health Statistics and Information of the Department of Public Health. The 
reporting month concludes at the close of business for the calendar month. Compiled data are 
officially released to ihe pubiic the succeeding moni. Inquiries about this pubiication, 
including material to be consideréd ‘for’ publication, should be directed to: Editor, 
Epidemiology Bulletin, Department of Public Health, Ministry of Health, 30 Gamsakhurdia 
Avenue, Tbilisi. 

‘J All:material in the Epidemiology Bulletin is in the public domain.and may be used and 
reprinted without special permission. Citation as to source, however, is appreciated. 
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